Further relapse of leukaemia occurred four months later and the patient succumbed to non-pulmonary sepsis.
Discussion
The association of sarcoidosis and malignancy-both haematological and non-haematological-is well documented.1 10 In most cases the diagnosis of one disease is followed chronologically by the other with few cases of coexisting disease. Reports of sarcoidosis preceding malignancy are the most common, with patients with chronic active sarcoidosis having a fivefold increase in the risk compared with the general population.1 2 Lymphoma, particularly Hodgkin's disease, is the commonest malignant tumour in this group.'-3 It has been proposed that immune dysregulation and impaired T cell response, due to depletion of circulating T helper cells, may increase susceptibility to oncogenic viruses.' 2 Sarcoidosis following malignancy is less common, with variable times elapsing between the diagnosis of the two diseases. The reasons for the development of sarcoidosis are unknown. It has been postulated that chemotherapy and radiotherapy may have an evolutionary role, but the occurrence of the two entities by chance alone cannot be excluded. 24 Sarcoidosis occurring simultaneously with malignancy has only rarely been reported.
The association of acute leukaemia and sarcoidosis is rare, with eight published cases reported.'0 Of these, six cases of leukaemia followed the diagnosis of sarcoidosis by 3-7 years and two were concurrent. One patient had previously received cytotoxic treatment with methotrexate4 and two had been treated with ionising radiation.3 The possibility that leukaemia represented a secondary malignancy in these cases must be considered. Explanations for the association between leukaemia and sarcoidosis have included impaired immune surveillance as a result of the sarcoidosis predisposing to the development of leukaemia.5 In cases where the leukaemia and sarcoidosis occur concurrently, it has been suggested that the granulomata represent an immunological response to tumour antigens.'0
The outcome in most cases of leukaemia is poor with four deaths occurring before treatment could be started, one death early in the course of treatment, and one death due to relapse a year after complete remission was achieved. Of the remaining patients, one achieved remission after one course of treatment but no information on follow up was given and one received allogeneic marrow transplantation in remission and was alive in continuing remission three years later.
Respiratory complications are common in this group, occurring in four of the reported patients. Three patients presented with pulmonary infiltrates, one thought to be due to infection,8 one thought to be due to a leukaemic infiltrate,9 and the cause of the third not postulated.'0 However, no histological diagnosis was given and in at least one patient no biopsy or necropsy was performed. The remaining patient died of respiratory failure, but no information on the cause was provided. Three patients died before the start of induction chemotherapy, with the remaining patient dying within 48 hours of starting treatment. The case we report developed major respiratory complications in response to treatment which were confirmed on two occasions to be due to pulmonary haemorrhage. The risk of pulmonary complications seems to be increased in patients with sarcoidosis and leukaemia. Modifications to treatment, including avoidance of drugs with lung toxicity, should be considered. Maintenance of platelet counts at levels greater than 40 x 109/1 is also recommended to reduce the risk of pulmonary haemorrhage in these patients. 
